SUMMARY Three separate outbreaks of gentamicin and methicillin resistant Staphylococcus aureus in a special care baby unit are described. The outbreaks ceased only after a milk bank worker was identified as a carrier of the strain. It is postulated that the infant milk feeds served as a vehicle of spread.
Resistance to methicillin among Staphylococcus aureus rapidly followed the introduction of the drug in the 1960s. Recently, problems with gentamicin/ methicillin resistant Staph. aureus have occurred world wide and they are becoming widespread in the United Kingdom. Outbreaks have only occasionally caused problems in neonatal units. An outbreak of multiresistant methicillin resistant Staph. aureus (MRSA) that colonised at least 30 newborn babies in our special care baby unit over a period of 16 Infection Control Department, Selly Oak Hospital, months in three separate episodes is reported. The problems encountered in eradicating the strain, until the source was identified, are described.
The outbreak and control measures
The Table shows details of the babies who were possibly infected with the MRSA. Initial nasal and umbilical swabs from babies and nasal swabs from staff revealed six colonised and three infected babies and one staff carrier.
A strict admission policy, barrier nursing, and topical treatment with nasal 1% chlorhexidine cream, 0O33% hexachlorophane talc, and daily chlorhexidine baths produced ineffective control as seven further minor clinical infections (cases 4-10) occurred and a further seven babies became colonised.
Similar treatment failed to eliminate the MRSA Prolonged staphylococcal carriage by staff and patients with possible subsequent re-admission or transfer to another hospital highlights the need for close liaison between medical, nursing, laboratory, and control of infection personnel both within and between hospitals if outbreaks are to be detected early and controlled successfully. Campylobacter gastroenteritis has been recognised in recent years as a major cause of diarrhoeal diseases in children.' 2 It accounts for considerable morbidity and may result in chronic diarrhoea and failure to gain weight.2 This organism has also been responsible for outbreaks in day care centres,3 where reinfection is common and eradication difficult.
We present our experience in the management of an outbreak of campylobacter gastroenteritis in a nursery and suggest a practical approach to eradicate the infection.
Case report
Eleven month old twin boys were referred to us eight weeks after entering a day care centre with a history of recurrent diarrhoea. The diarrhoea had begun two weeks after they had started at the centre. It diminished when the mother removed them for periods of several days, only to return on re-admission. The diarrhoea consisted of between four and nine yellowish-green, soft, bulky stools each day for periods of up to two weeks. Their body weight dropped from the 75th to the 25th centile.
Campylobacter jejuni was cultured from one infant; no other enteric pathogen was isolated.
Erythromycin estolate 50 mg/kg/day was administered to both children for seven days, with complete resolution of symptoms. Repeated stool cultures for C. jejuni after the treatment yielded negative results. Two weeks later, after re-entering the centre, diarrhoea occurred again in both children and C. jejuni was again isolated. Clinical and laboratory recovery was again observed after a second course of treatment.
A further episode of diarrhoea occurred 10 days after stopping treatment, and C. jejuni was isolated from the stools of both boys. On this occasion, the father, who was a physician, collected stool samples from the other children at the nursery. C. jejuni was isolated in the stools of 12 of the 17 children. All these children had suffered from at least one period of diarrhoea during the past two months. By the time of stool sampling, however, eight of the children were already asymptomatic. All children with positive stool culture were treated simultaneously with a course of erythromycin. A week later stool cultures from these children yielded negative results. From then until the end of the school year (eight months) no further outbreaks of diarrhoea occurred in the centre.
Discussion
Outbreaks of gastroenteritis among children in day care centres are well known.4 Close personal contact and poor hygiene in young children, especially in those who are not yet toilet trained, enable the spread of enteric pathogens. The problem of reinfection by the same agent ('ping pong mechanism') is common among these children and can ruin efforts to eradicate the infection.
Recently, attention has been called to the role of C. jejuni in infectious diarrhoea in children, including outbreaks in day care centres. 3 Relapses of this infection are documented in our patients, as reported before.> ' The high rate of relapse usually
